ministers in the help seeking of African Americans for serious emotional problems. The authors explore which demographic characteristics and psychosocial factors are related to contacting Black clergy for help, whether certain types ofpersonal problems increase the likelihood ofclergy contact, and whether those who go to ministers are also likely to seek help from other professional help sources. Results indicate that women are more likely than men to seek help from ministers. People with economic problems are less likely to contact clergy, while those with death or bereavement problems are more likely to seek help from the clergy. Regardless of the type or severity ofthe problem, those who contact clergy first are less likely to seek help from other professionals. It is recommended that African American clergy and mental health professionals engage in a mutual exchange of information to increase access to professional care among African Americans with serious personal problems.
however, that African Americans with a serious mental illness are significantly less likely than Whites to seek treatment for mental problems.5 Data from the National Survey of Black Americans (NSBA) show that when need for treatment is defined by the presence of serious psychopathology, African Americans underuse mental health services. 9 The NSBA also shows that African Americans in distress rely quite heavily on a variety of alternative help resources to compensate for their lack of access to specialty mental health care.10 Clergy, in particular, play a crucial role in meeting the mental health needs of African Americans.'1 '3 The African American minister occupies a truly unique place in the conceptual scheme of help sources. More than any other help resource, it has been argued that Black pastors are uniquely positioned to play two critical roles. The first is that of a primary mental health treatment source. The second role is that of a gatekeeper and referral source to specialty mental health care. Although there is a fair amount of research published on the socially supportive role of Black churches,'1'6 surprisingly little has been written about the precise functions ofBlack minsters in counseling African Americans with mental health problems. Much of the literature on the mental health role of Black ministers remains more speculation and conjecture than empirical documentation. '7-20 Furthermore, due to the relative lack of research, many of the interesting issues raised in investigations of White clergy have yet to be addressed with African Americans. 19 As a result of the paucity of research on the mental health role of Black ministers, it remains an open question as to whether African American pastors are indeed providing a bridge to specialty mental health care.2' Thus, it is the purpose of this article to fill this gap by addressing important questions concerning the actual role African American ministers play when Blacks seek help for serious emotional problems. Four basic research questions are addressed in this article. First , we ask what demographic characteristics and psychosocial factors are related to contacting Black clergy for help. Second, we explore whether certain types of personal problems increase the likelihood of clergy contact. Third, this article addresses the critical question of whether those who do make contact with ministers are also likely to seek help from some other professional help source. We are particularly interested in describing patterns of multiple professional help use among those who contact ministers first in comparison to those whose initial contact is some other professional help source. Finally, this article documents the specific types of help offered by ministers and whether help seekers are satisfied with the help offered by Black clergy.
The analysis reported here takes advantage of previously unexplored data from the landmark study, the NSBA,22 to increase our understanding of the mental health service delivery role played by African American pastors. The NSBA remains a tremendous resource of untapped information on a variety of aspects of African American life. The NSBA was designed to document the extent to which Blacks in need ofmental health care were obtaining it. More important, this study was designed to pinpoint the precise location of help sources for African Americans. Previous analyses of the NSBA, while answering many questions about Black help seeking, have raised a number of new questions, particularly with respect to how African Americans use specific professional help sources. Prior research on help seeking from the NSBA has focused much more on the decision to seek help in general than on a particular help resource. 12 More important, there has never been an analysis of the NSBA data on the therapeutic functions and specific actions taken by Black ministers on behalf of help seekers.
The Mental Health Role of Black Ministers
There are many reasons for studying the role ofAfrican American ministers as sources of mental health treatment. African Americans are a highly religious people.23 Data from the NSBA show that 68% of adult Blacks belong to a church and that 92% of members attend church.24 Given such high levels of church attendance, African American pastors naturally become an extremely accessible source of help by virtue of the fact that they are located within an organization that is clearly viewed by Blacks Mental health services researchers locate helpers along a continuum from informal help to the general medical care sector to specialty mental health care. But where is the minister located in this conceptual scheme? Should the minister be viewed as an informal helper similar to the family and friends we normally think of as comprising the social support network? Or are ministers more appropriately located within the professional helping category? Black ministers are firmly embedded within African American neighborhoods in a way that mental health professionals will never be. As such, they are almost as accessible (psychologically and physically) as most family and friends. Yet, ministers are not exactly the same as these other informal helpers. They have a level of respect, influence, and responsibility that clearly places them in their own special category.28 This ambiguity in how best to characterize the helping role of the Black minister is what this article hopes to clarify in the analyses reported below.
METHOD

Sample
The NSBA is a national probability household survey based on the distribution of the African American, noninstitutionalized population in the continental United States. Multistage-area probability sampling ensured that each Black household had an equal chance of being selected. Sampling was based on the national distribution of African Americans from the 1970 census, and 76 primary sampling units (PSUs) were selected for interviewing. After the PSUs were racially stratified, smaller geographical clusters were randomly drawn. Professionally trained interviewers visited each cluster and identified all habitable, occupied households using special screening procedures developed to identify Black-occupied homes. One member of each selected household was chosen for an interview. These sampling procedures resulted in 2,107 completed interviews, consisting of self-identified African Americans age 18 and older. The overall response rate was 67%. The survey was conducted over a 7-month period in 1979 and 1980. Overall, the sample is fairly representative of the African American population, as reported by the 1980 census. The size and representativeness of the sample permit a systematic investigation of the heterogeneity of the adult Black population. More detailed descriptions of the sampling procedures are available in Hess29 and Jackson.22 Measures Personal Problem Severity. The NSBA addressed help seeking from a stress and adaptation perspective. 30 The help-seeking section of the questionnaire was designed to study utilization within the concept of a "stressful episode." Respondents were asked to report one situation they had experienced that had caused them a significant amount of distress. Based on the results of analyses on pretest data, it became apparent that the meaning of the term nervous breakdown was congruent with the assumptions underlying the view of Black help seeking taken in this study. Another important goal of this study was to gather help-seeking information on as many respondents as possible. Because it was felt that only a minority of the sample would have ever experienced a personal problem so serious that it elicited feelings of a nervous breakdown, the initial nervous breakdown item was followed by a series of questions, roughly ordered in decreasing levels of impairment. The specific items that were used to elicit information about personal problems and coping responses were the following: (1) When problems have come up, has there ever been a time when you were about at the point of a nervous breakdown? (2) (If answered no to the above question) Has there ever been a time when you had a personal problem where you felt so nervous you couldn't do much of anything? (3) (2) interpersonal difficulties (marital problems, problems with the opposite sex, and interpersonal relationships in general), (3) emotional adjustment problems, (4) death of a loved one, and (5) economic difficulties. Respondents were coded yes on the problem-type variable if they reported that particular type of problem across multiple mentions and no otherwise. For example, if a respondent indicated that she had an economic problem and an emotional problem, she would be scored yes on economic and emotional and no on all the others. If another respondent said that he had an economic problem and then mentioned another economic problem, he would be scored yes on economic problems and no on all the others.
Professional Help Use. The use of professional help was measured in the following manner. Ifrespondents had experienced a problem, they were presented with a list of professional helping facilities and asked if they had gone to any of the places listed for help with their personal problems. The question read as follows: "Here is a list of places a person might go to get help with a problem like the one you had. Please tell me if you went to any of these places for help with the problem." The professional helper list included the following places: hospital emergency room, medical clinic, social service or welfare agency, mental health center, private therapist (psychiatrist, psychologist), doctor's office, minister, lawyer, police, school, and employment agency. Although we focus on clergy as a source of help, we include one other source of help category for comparison purposes. This second category combines all nonclergy sources into a single group.
Prior analyses have focused almost exclusively on analyses of clergy as the first help source mentioned by respondents. Previous work has not taken full advantage of the fact that respondents in the NSBA were allowed to mention up to four sources from which they sought help. In this article, we take advantage of the multiple mentions and two previously unanalyzed questions on the sequence of professional help sources contacted to create new and more comprehensive utilization variables.t This allows us to conduct a more complex and accurate investigation of the role Black pastors play in the helpseeking process of African Americans. In addition to the minister utilization variables, we also explore responses to the following items: (1) "What did the person you saw do to try to help you with your problem?" and (2) "Would you go back again if you needed help?"
There has been only one prior paper on minister use in which multivariate analyses have been employed.'2 That study, however, used an analytical technique that limited simultaneous consideration to a maximum offour dichotomous variables. In these analyses, we use multivariate logistic regression to increase the number of variables used to simultaneously predict the use of clergy.
RESULTS
The major research questions for these analyses are fourfold. First, what characteristics are associated with seeking help from clergy? Second, what types of problems are predictive of whether individuals will seek help from clergy? Third, given that someone goes to the clergy for help with a problem, how many then go on to seek help from another source? Moreover, how does this compare to persons who seek help from another source first? Finally, what type ofhelp is received by those who go to the clergy, and are they satisfied with that help?
We approach the answer to the first question in two ways. First, we examine the bivariate associations between the sociodemographic variables, problem types, problem severity, and seeking help from the clergy. The results from these analyses are shown in Table 1 . In this table, we report the percentages reporting seeking help from the clergy by levels of the different variables. According to this table, the only sociodemographic characteristic that is associated with seeking help from clergy is sex. In that regard, more women report seeking such help than men. In terms of problem types, two variables are significantly associated with clergy help. The first, economic problems, is associated such that those reporting economic problems were less likely to seek clergy help. In contrast, those with problems relating to death or bereavement were more likely to seek help from the clergy than those who reported no such problems. This finding is in consonance with our aforementioned discussion ofthe ways in which the clergy are best able to help their parishiontlf respondents had mentioned contacting more than one professional help source, they were asked two additional questions. The first item read, "Ofall the places you went to, which place did you go to first?" The second question asked, "Which place did you go to last?" These questions allow us to pinpoint more precisely the actual sequencing or pathways of help seeking in the National Survey of Black Americans. ers. Finally, the only problem severity variable that was associated with seeking clergy help is nervous breakdown. The association is such that those who experienced a nervous breakdown were more likely than others to have sought help from the clergy. Next, we estimated the net effects of each of these variables on seeking help from clergy using multivariate logistic regression. It is important to note that the models omit all respondents who report more than one problem type. If we were to include those who Table 4 , among all respondents reporting a problem, of those who went to the church first, 29.5% then went somewhere else, whereas 46.4% of those who went for nonclergy help continued to seek other sources. The difference between the means is significant, indicating that compared to those who first sought other sources of support, respondents who first used the clergy were less likely to go to any other source. The remainder of this table presents the same analysis but is sorted according to problem type and problem severity. Across all problem types and severity, the pattern is the same: Those who seek support from the clergy first are less likely to then seek other types of professional help. This pattern is especially pronounced for three problem types: death, health, and emotional. In terms of problem severity, the largest differences occur in the nervous breakdown and "felt depressed" groups. 26 found that the pattern ofreferrals made and received by Black clergy revealed an incongruence between the two groups. They concluded that there was, at best, a "loose coupling" of these two systems and that African American ministers and mental health workers operated within two different environments.
One way to characterize this situation is professional perspectives in conflict.32 There are a variety of ways to characterize psychological distress and problematic behavior. 33 While there is certainly some overlap between ministers and mental health professionals, it is also clear that these two groups often operate according to very different conceptual frameworks, assumptions, and values.21'34 For example, Wright et al. found that while clergy saw stress and unhealthy family relationships as causes of mental illness, they also endorsed such things as not having the right relationship with God, unconfessed sin, and stunted spiritual growth. Another area of disagreement was the fact that clergy saw pastoral counselors as more qualified than mental health professionals because pastoral counselors treat the "whole" person; the other mental health professions focus only on the mind and body, thus ignoring spiritual issues. To the extent that African American pastors feel that the Western biomedical conceptualization of mental health is inappropriate, ineffective, or limited, we would not expect them to refer parishioners for mental health treatment.
The picture painted by the results presented here is complex. It is clear that powerful social and cultural forces pull African Americans toward Black ministers for counseling. We suspect that there are even stronger forces (e.g., stigma, cost, mistrust, a philosophy of self-reliance) pushing African Americans away from specialty mental health care. On one hand, African American ministers are highly accessible and, as a result, do carry a tremendous amount of the therapeutic load for African Americans seeking help for personal problems. Furthermore, our data show that the vast majority of Black help seekers are sat-isfied with the help they receive from their pastors. On the other hand, as shown in Table 4 , compared to other sources of professional help, Black ministers tend to impede access to other forms of specialty mental health care.
It is interesting to speculate about why African Americans who do go for professional help in emotionally difficult times eventually turn also to ministers, but those who go to the minister first go to very few additional places. It could be that when African Americans contact the pastor, they receive exactly what they need and, as a result, feel no motivation to turn elsewhere. This line of reasoning would explain both patterns. In the first instance, people search for help but are not satisfied with the assistance offered. As a result, they keep searching until they end up seeking help from their minister, where they find the comfort they are looking for. In the second instance, people contact the minister first, get the help they need, and, as a result, have no need to search further. Our finding that blacks who used ministers were very satisfied with the help they received is consistent with this conclusion. Furthermore, the fact that there was an even stronger relationship between this help-seeking pattern (contacting one's minister first and then going nowhere else) and the types of problems best handled within a religious framework (e.g., bereavement) provides even stronger evidence in support of this conclusion.
The kind of informal, indigenous help provided by ministers is extremely important in alleviating the distress that African Americans experience. In fact, this kind of assistance has been largely responsible for the survival and advancement of African Americans in the face of racism and discrimination.3' But there are two sides to social support networks.
While there are times when such help is necessary and appropriate, there are also situations when we want informal helpers to "step aside" and make a referral to the formal health care system. Ideally, network members such as ministers would be able to recognize and define serious medical conditions so that at the appropriate point, they could switch from a "lay treatment" to a "lay referral" mode. 18-month follow-up. In sum, the-ory and evidence support the conclusion that religion and ministers are important sources of support needed by those facing the distress caused by death.
Clearly, Black ministers are qualified to treat such personal problems of living. Yet, important questions remain. We know that some death problems and grief reactions can be extremely serious. For example, other analyses of the NSBA30 have shown that people experiencing death problems also evidence the highest levels of distress, as measured by the number and frequency of symptoms. Similarly, data from a follow-up study of the NSBA indicate that 10% of those with death problems also meet DSM-III-R criteria for major depression. Such findings present an interesting practical dilemma. It is on this problem that mental health education efforts should focus.
The findings reported here also raise complicated questions about the public's view of professional expertise and responsibility.'8 While there is general consensus among African Americans that people should seek professional help for "physical health" problems, this is not necessarily the case for personal, interpersonal, and emotional problems. As a result, the types of problems studied here are much more likely to be taken to alternative, nonmedical professionals such as ministers. From this standpoint, one must ask why we should expect Black ministers to automatically refer distressed church members for professional mental health help. Inherent in the view of Black ministers as referral agents is the assumption that they are facing conditions and syndromes they are not qualified to address. While this may be true in some cases, it is not always clear who-ministers or mental health workers-is most qualified to treat the kinds of personal problems African Americans experience.
While we were not able to discern much about the degree to which Black ministers are working as diagnosticians, there is a link between this role and that of the referral agent. To the extent that Black clergy are able to identify cases ofdisorders such as major depression, schizophrenia, or manic depressive illness, we assume that they should refer such conditions for the appropriate mental heath treatment intervention. It may be the case that Black ministers feel unprepared to identify the presence of such disorders. Certainly, adopting the role of diagnostician means that Black clergy will have to have a good working familiarity with the DSM-IV, for example. It also means helping ministers to develop an openness to incorporating some Western medical-psychiatric perspectives on behavior and distress. This is the only way that African American ministers will be able to discriminate between where their domain ends and where the domain of the mental health professional begins. Once Black ministers are able to identify the clinical severity of the conditions they see, they may begin to make more referrals. Health educators should look to churches as settings for educating African American ministers about disorders such as depression, bipolar disorder (manic-depressive illness), anxiety, phobias, and schizophrenia. 13, 18, 45 In addition to enhancing the diagnostician role for Black ministers, these data indicate a need for mental health education programs targeted toward African American church members as well. Using depression as just one example, we feel that much can be gained by exposing more African Americans to the signs and symptoms of this debilitating disorder. A recent national survey of attitudes toward depression among African Americans found, for example, a very low awareness of depressive symptomatology.46 Specifically, only 26% of those questioned knew that a change in eating habits was an indicator of depression-and this was the symptom with the highest percentage of recognition. Interestingly, 63% of the African American respondents conceptualized depression as a personal weakness; only 31 % felt depression was a health problem. More than one-third (36%) said that they would recommend that a friend seek help from a minister for depres-sion, and 60% believed that prayer and faith were the most successful methods of treating depression. These findings make it clear that the majority of African Americans conceptualize personal distress within a religious framework rather than the perspective employed by mental health professionals. Thus, it is not surprising that Blacks are significantly less likely than Whites to seek professional help. 4749 The community mental health movement can be seen as an attempt by the mental health professions to assume responsibility for behavioral problems that historically had been viewed by the public as falling within the moral as opposed to the medical realm.33 Moreover, this shift in responsibility seems to have been based as much on ideological beliefs about the most humane forms of treatment and individual rights as it was on the effectiveness of the intervention techniques.50'5' Early studies of the public's conceptualization of emotional and mental illness revealed very little overlap between the average citizen and mental health professionals.5254 While there clearly has been an increase in the public's acceptance of the mental health professionals' perspective over the years,37 many Americans do not think that emotional upset falls within the expertise of the mental health community. Our data suggest that for a substantial segment of the African American population, particularly among the religious, things are still where they were in the early days of the community mental health movement. As such, it makes perfect sense that Blacks would consult ministers before considering a mental health professional. Couple this conflict of perspectives with the high levels of distrust African Americans have for health and medical care, and we are led to the conclusion that substantial barriers must be overcome before we reach the goal of these two professions working together for the betterment of African Americans in need.21
Study Weaknesses
Although this study advances our understanding of the role of the clergy in the helpseeking process, it nevertheless has several weaknesses that limit its ability to make definitive statements regarding these issues. First, the data are from the first wave of the NSBA and, as such, were collected almost two decades ago. Consequently, the patterns we see in these data may no longer accurately reflect the behaviors of help seekers or the clergy. Indeed, as mental health disorders have become increasingly visible and seen to exist in the realm of medical practitioners, clergy may be more likely to refer others now than they were in the past. A second problem with the data concerns the response rate for the sample. The first wave of the NSBA had a response rate of only 67%, which is low for a survey that collects data using face-to-face interviews. As such, the results may be biased in ways that we cannot discern.
A third weakness concerns our assumption that the clergy from whom respondents sought help were also African American. With these data, we are unable to determine whether this is indeed the case. However, according to Roof and McKinney,55 current evidence supports the notion that the religious life of African Americans takes place, for the most part, in the context of the African American church. As these authors note, "Of all the divisions among churches, the color line is the most rigid and enduring" (p. 138). Moreover More than any other influence on the help-seeking behaviors of African Americans, ministers hold the most potential for opening a wider pathway between the Black community and specialty mental health care. Much remains to be done, however, before we can take full advantage of this potential, and public mental health education must provide the crucial impetus to initiate this change. It is time that we mount more aggressive mental health education efforts designed to bring the Black clergy and the mental health professional closer together. Once this is accomplished, we stand a much better chance of increasing access for African Americans in need of professional care. The African American minister is the best hope for bridging the gap between the Black community and specialty mental health. But much work remains before Black ministers can fulfill this linking role. It is hoped that the thoughts and opinions expressed here will motivate both ministers and mental health practitioners to begin the difficult but necessary task of educating each other about what needs to be done to ensure quality care for African Americans in search of spiritual and emotional assistance.
